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Abstract

Objective: This study aims to characterize the help-seekingabiers of women who were screened
positive for perinatal depression, to investigate sociodemographic and clinical correlates, and to

characterize the perceived barriers that prevemavofrom seeking professional help.

Design: Cross-sectional internet survey.

Setting: Participants were recruited through advertisesgunblished in pamphlets and posted on social

media websites (e.g., Facebook) and websites anthfothat focused on pregnancy and childbirth.

Participants: 656 women (currently pregnant or who had a babinduhe last 12 months) completed

the survey.

Measurements: Participants were assessed with the EdinburghpRdetn Depression Scale, and were
questioned about sociodemographic and clinical, daip-seeking behaviors and perceived barriers to

help-seeking.

Findings: Different pathways of help-seeking were foundthwanly 13.6% of women with a perinatal

depression seeking help for their emotional proklekarried women, currently pregnant women, and
women without history of psychological problems labigher likelihood of not engaging in any type of
help-seeking behavior. The majority of women wha mt sought professional assistance identified

several barriers to help-seeking, particularly klezlge barriers.

Key Conclusions: Strategies to increase women’s help-seeking betadbould be implemented,
namely improving mental health literacy, introchgiscreening procedures for mental health problams
pre/postnatal healthcare settings, and offering mmnovative opportunities (e.g., web-based tabis)

allow them to overcome the practical barriers tip{seeking.
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Introduction

Perinatal depression is generally recognized asewafent clinical condition, with incidence
estimates of depressive symptoms among women repddi.5% during pregnancy and 49% during the
first postpartum year (Gaynes et al. 2005). Thanased prevalence rate of postpartum depression in
several countries, including Portugal, is 13% (Gamnet al., 2004; O’Hara and Swain, 1996). However,
this estimate may not be representative of theahciobal prevalence and magnitude of the probkesn,
studies including non-western countries report glewce estimates of postpartum depression from 0 to
almost 60%, suggesting cross-cultural and sociadrdity (Hakbreich and Karkun, 2006). Two reasons
justify the need to intervene early and effectivelyperinatal depression. First, its well-documednte
adverse effects: poor maternal health (Muzik andoBska 2010), impairments in fetal development,
neonatal outcomes (e.g., low birthweight; Accottale 2015; Field et al. 2006) and infant developme
(Kingston et al. 2012; Kingston et al. 2015; Vamdgergh et al. 2005), disturbances in mother-child
interactions (Field 2010; Righetti-Veltema et ab02; Tronick and Reck 2009), and higher levels of
paternal depression (Goodman 2008). Second, tiséspet nature of depressive symptomatology during
the perinatal period. Not only is depression dunmggnancy a risk factor for postpartum depression
(Robertsonet al. 2004), but also women who devdklpressive symptoms during the first months post-
birth were found to have an increased risk of géest depression throughout the first postpartuar ye
(Beeghly et al. 2002).

Despite the negative consequences and pervasiveerat perinatal depression, research shows
that few women (20%-40%) proactively seek professioassistance concerning their perinatal
depression symptoms, although treatment is availébennis and Chung-Lee 2006; Henshaw 2004;
McGarry et al. 2009; Mcintosh 1993; Patel and Wis2@11). In Portugal, no screening procedures are
implemented to improve case identification andyeartervention for perinatal depression. Women are
routinely followed in obstetric appointments. Mdrtiaalthcare is provided only when women seekrit, o
when health professionals identify symptoms wowhylinical attention, making access to interventio
dependent on women'’s help-seeking behaviors anidahgity to communicate with health professionals

about their perinatal depressive symptoms (Browd kimley, 2000). Understanding women'’s help-



seeking behaviors is critical to devising strategleat increase treatment rates for perinatal depme;
however, several questions related to this topitaie understudied.

First, it is important to understand these womgrathways of help-seeking behaviors. When
exploring women'’s help-seeking behaviors, mostistifbcused only on one type of behavior: seeking
professional assistance (e.g., seeking treatmemt & health or mental health professional). Howeter
literature has highlighted that health care-seekinglves a series of stages or phases, beginnitigthe
individual's recognition/awareness of the emotlopeoblem, followed by the involvement of the
individual's immediate social environment (e.g.salissing the problem with relatives and friends,
sharing symptoms, and expressing need for suppor) his/her willingness to seek professional
assistance, and ending with an effective searchpfofessional assistance so that the individual can
address his/her emotional problems and make amei decision about the available treatment options
(Cauce et al. 2002; Kadushin 1958; Rickwood e2@05). As stated by Rickwood et al. (2005), thehel
seeking process is a process “whereby the perbecalmes increasingly interpersonal” (p. 8).

To our knowledge, only two studies on perinatalrdspion explored the diversity of women’s
help-seeking behaviors. Whitton et al. (1996) fouinat although 97% of clinically depressed women
recognized that they had been feeling worse thamalwuring the postnatal period, only 32% of them
believed that they were suffering from postpartwepréssion. Fifty-four percent of these women sgoke
their social network about their emotional probleraad 60% considered the possibility of seeking
psychological treatment. Similarly, a recent stddynd that 88.9% of women with clinical levels of
anxiety or depression considered that they hadnastienal problem, 83% discussed it with their sbcia
network and 69% considered the option of seekimjegsional assistance, although only 33% of these
women attended an appointment with a mental hgatifessional (Henshaw et al. 2013). It is important
not only to assess the proportions of women’s difie help-seeking behaviors during the perinatal
period, but also to investigate the different patisv of help-seeking behaviors concerning women’s
perinatal depressive symptoms.

Second, it is important to examine the socio-dempigic and clinical profiles of women who
engage and women who do not engage in help-sebkihgviors concerning their perinatal depressive
symptoms, because this may allow for the earlytifleation of target populations (i.e., women wih
higher likelihood of not seeking help if facing etiomal problems during the perinatal period) for

specific interventions to increase women'’s helgksmebehaviors and use of available treatment sesvi



for perinatal depression (McGarry et al. 2009). Téw existing studies suggest that younger and less
educated women from urban areas are more likelymseek professional help (Herrick 2002; McGarry
et al. 2009). Although no differences in other kedgking behaviors were found regarding socialsglas
women of higher social classes are less likely doognize their symptoms (Whitton et al. 1996).
Primiparity also seems to be associated with wompnbr recognition of their symptoms (Whitton et al
1996) and a lower likelihood of seeking professidmap (Herrick 2002). McGarry et al. (2009) also
found that depressed mothers who have had theintirgfdmitted to the neonatal intensive care urdt an
who have sought help for depression during pregnane more likely to seek professional help foiirthe
perinatal depressive symptoms after childbirth. Eweev, the role of other important clinical variable
(e.g., psychiatric history) has not been exploret gnd the existing studies do not clearly allowthe
identification of the socio-demographic and clithicharacteristics of women who engage and those who
do not engage in different help-seeking behaviors.

Moreover, a set of studies has identified seveaaliérs that women perceive as preventing them
from seeking professional help for their emotioqmabblems, namely knowledge, attitudinal and
practical/structural barriers (O'Mahen and Flyn®&0 Concerning knowledge barriers, women report
having a poor recognition of depressive symptomsiigBet al. 2005), including difficulty in
distinguishing between the emotional maladjustmassgociated with the transition to parenthood and
depression (Bilszta et al. 2010) and difficultyassessing the severity of depressive symptoms (MtZa
and McMahon 2008). This poor recognition of sympsomay lead to difficulties in identifying help
needs (Goodman and Tyer-Viola 2010). Moreover, womso report having scarce knowledge of the
available services, treatment options and theieben(Bilszta et al. 2010; Byatt et al. 2012; Hemw et
al. 2013).

Concerning attitudinal barriers, the feelings ofitgishame and stigma that are associated with
perinatal depression may prevent women from seegifessional help. Specifically, they fear being
labeled mentally ill and/or bad mothers and expeiigy their social network’s disapproval (Bilsztaaé
2010; Callister et al. 2011; McIntosh 1993), aneitinay also feel embarrassed and uncomfortable when
sharing their difficulties with health professiosgCallister et al. 2011; Woolhouse et al. 200®)aly, a
few practical/structural barriers were also ideedif in the literature, namely women’s financial
difficulties and work constraints, childcare resgibilities and limited access to healthcare (Ctigt al.

2011; Dennis and Chung-Lee 2006; O'Mahen and FAR98). However, with the exception of the study



by O’'Mahen and Flynn (2008), which found that wormeport more concern with structural/practical
barriers than with knowledge and attitudinal bas;i¢here have been no other studies investigatiag
relative importance of the different barriers imygnting women from seeking professional help Heirt
emotional/psychological problems during the peahgieriod. Moreover, to our knowledge, there have
been no studies examining the socio-demographicclinital characteristics of women who perceive
more barriers to them seeking professional assistdor their perinatal depressive symptoms; this
knowledge would allow the early identification ofomen who may require particular attention from
health professionals so that efforts can be deeeldpr women to overcome these barriers.

This study focused on women who had a positiveesing for perinatal depression and aimed:
1) to characterize women’s pathways of help-seekigigaviors; 2) to investigate the sociodemographic
and clinical correlates of the different help-segkbehaviors; 3) to assess the number and theveelat
importance of the perceived barriers that prevensimen from seeking professional assistance (among
women who had not sought professional assistammt®);4) to investigate the sociodemographic and
clinical correlates of the different perceived kens that prevent women from seeking professional

assistance.

Methods
Procedure

This study was based on a cross-sectional inteurgey that was conducted in Portugal. One of
its primary goals was to examine women’s help-segkbehaviors regarding perinatal depressive
symptoms during the perinatal period. This studjofeed the ethical standards and procedures for
research with human beings (e.g., Helsinki DedlamatWorld Medical Association 2000; American
Psychological Association 2010) and was approvedhbyEthics Committee of X. Participants were a
self-selected online sample who replied to advemisnts published in pamphlets that were distribirted
several places in the central region of the coufdry., maternity, pharmacies, etc.), and postesiocial
media websites (e.g., Facebook) and websites ammnfofocusing on pregnancy and childbirth (e.g.,
Rede Méae, Forum PinkBlue). Advertisements aboutsthdy contained a weblink to the online survey

(hosted byhttp://www.limesurvey.com/ Participation was voluntary and no remunerati@as provided.

Women were eligible to participate in the studthiéy were: 1) currently pregnant or had given

birth during the last 12 months, and 2) 18 yearslder. At the beginning of the survey, women were



informed of the goals of the study, the guaranfeenonymity and confidentiality, the voluntary nagwof

their participation and the possibility of droppingt of the study at any time, without consequences
Participants provided their consent by answerispecific question on their willingness to partidga

the study and were subsequently asked to comgietsurvey. Access to the survey was secure, and the
survey software prevented the same user from caimgl¢he survey more than once and ensured the

anonymity of the participants. Data collection ated between April, 2014 and June, 2014.

Measures

An online self-report survey was developed fors thtudy, based on a literature review and
similar surveys (e.g., Buist et al. 2005; Henshawle2013; Whitton et al. 1996). The survey wastpi
tested with a convenience sampi< 10 women during pregnancy or after childbirthy atems were
revised for clarity and comprehensibility.

Participants were asked demographic (age, matiddils, educational level, professional status,
place of residence and family household income) @imical information, namely: a) if they were
currently pregnant or had given birth during thetld2 months; b) pregnancy information: parity
(primiparity vs. multiparity), method of conceptigspontaneous vs. medically induced pregnancy),
baby’s gender, and occurrence of medical comptioatiduring pregnancy (yes/no); and c) women'’s
medical history: history of chronic health problefns., persistent physical health conditions, sash
asthma, diabetes, cancer; yes/no), history of patratipsychological problems (yes/no) and histofy
psychiatric/psychological treatment.

To assess women’s emotional adjustment, the Partgguersion of the Edinburgh Postnatal
Depression Scale (EPDS; Cox et al. 1987; Portuguesston: Areias et al. 1996; Augusto et al. 1996)
was used. The EPDS is a widely used 10-item sangesdale for antepartum and postpartum depression.
Women were asked to rate their emotions (e.g., essjrtearfulness, anxiety) over the previous seven
days, using a 4-point Likert scale. In the Portwguealidation studies, a score of 9 or higher iaigtis a
possible depressive disorder (Areias et al. 1986)ur sample, Cronbach’s alpha was .88.

To assess women’s help-seeking behaviors, qussti@ie developed based on the existing
literature (Cauce et al. 2002; Kadushin 1958). Bigady, participants were asked about differeetd
seeking behaviors during the perinatal peridgir{te you knew that you were pregnant/Since thg bab

was born..”): a) recognition/awareness of an emotional/psjatioal problem (“..have you been feeling



more sad, anxious or stressed out than usydl? do you think that you may be suffering from some
psychological problem (e.g., depression, anxigly)?) involvement of the social network (“have you
spoken about the possibility of suffering from ggbelogical problem (e.g., depression, anxietyhveait
family member and/or a frient)? c) willingness to seek professional assistaf@e mental health
problems (“..have you considered seeking professional assistane@der to handle psychological
problems (e.g., depression, anxiety)and d) seeking professional assistance for aldr@alth problems
(“... have you sought professional assistance for psggiwd! problems (e.g., depression, anxiety)?
All questions were answered on a dichotomous respeaale (yes vs. no).

To evaluate perceived barriers, participants aresva set of items about attitudinal, knowledge
and practical/structural barriers, based on thei®arScale (O'Mahen and Flynn 2008) and on zalitee
review. Women were questioned about the extenthiclweach item (barrier) would prevent them from
seeking professional assistance for their emotipsgthological problems during the perinatal period
The 11 items included knowledge (e.d.dd not know whether my problems are a reasoretk fielf),
attitudinal (e.g., I'am afraid of what my family and/or friends mighink of me for attending psychology
and/or psychiatry appointmerijs and practical/structural (* am not able to afford
psychological/psychiatric treatmeiitdbarriers. Exploratory factor analyses suppoet tiree-dimensional
structure of this scale within our sample. An aiddil item was included regarding perceived basrier
not mentioned in the previous items. Items weress=d using a 3-point scale (Dees not apply to me

1 =Moderately applies to m@ =Very much applies to me

Data Analyses

Statistical analyses were performed using thé&sBtal Package for the Social Sciences (IBM
SPSS,v.19). Descriptive statistics were used tdoexpthe sample’s sociodemographic and clinical
characteristics, and to characterize women's hegkisg behaviors and pathways of help-seeking
behaviors. Chi-square tests and phi coefficienteewsed to explore the association between women’s
help-seeking behaviors.

The association between the sociodemographic lamdat variables and help-seeking behaviors
was explored using univariable binary logistic esgions. To determine the sociodemographic and

clinical profile of women who had not engaged iry agpe of help-seeking behavior, a multivariable



binary logistic regression model was run. The stemographic and clinical variables associated with
help-seeking behaviors were introduced in the siioe model.

Descriptive statistics were also used to assesaumber of barriers reported by women and the
relative importance of several barriers preventimgmen from seeking professional assistance. To
examine the number of barriers reported by womera dsinction of type of barriers (attitudinal,
knowledge or practical/structural barriers), Frieshrtests with Bonferroni correctionp € .02) were
computed. The association between sociodemogragouiic clinical variables and barriers to seeking

professional help was explored using Spearmanis carrelations.

Results
Participants

A total of 656 women answered the survey, of wiliet2% 6 = 198) presented scores above the
cutoff on the Portuguese version of the EPDS. Stmimgraphic and clinical characteristics of the
sample, comparing women who screened positive Witse who screened negative for depressive
disorders, are presented on Table 1. Most womer warried/living together, were currently employed
and had given birth during the last 12 months. Caneg to women screening negative, those screening
positive for depression were younger, were morgueatly single/divorced, had a lower monthly
household income, and had prior psychiatric histuiti significantly more frequency.

[Insert_Table 1 about here]

Help-seeking behaviors
Figure 1 presents the different stages and pathvedykelp-seeking behaviors of women

screening positive for possible depressive disaraliring the perinatal periosh & 198). Regarding
stages, we found that the presence of an emotpmyaliological problem was recognized by 40.9% of
women, although a higher proportiom £ 152, 76.8%) of women felt sadder, more anxioustessed
out than usual during the perinatal period (seeurgigl). Moreover, 35.9%n(= 71) of the women
discussed the possibility of having a psychologmablem with their social network, even when they
had not recognized the presence of an emotionakhpdygical problem. Furthermore, 38.4%= 76) of

women were willing to seek professional assistaiacetheir emotional/psychological problems, even



when half of them (51.3%) had not recognized thes@nce of an emotional problem and/or had not
discussed it with their social network (see FiglyeFinally, although 198 women screened positive f
possible depressive disorders, only 13.68& 7) of them had sought help for their perindigbressive
symptoms. Even when considering a conservative ERIDEf (EPDS> 12), only 20.2%1f = 22) sought
professional help for their perinatal depressivapms.

[Insert_Figure_1_about_here]

As shown in Figure 1, women presented differemtways of help-seeking behaviors regarding
their perinatal depressive symptoms. A signifiganoiportion of womenr(= 87, 44.0%) had not engaged
in any type of help-seeking behavior (P1), and 9.6fbwomen (i = 19) presented a pathway
characterized by engaging in different help-seekedpaviors (P12). Moreover, women who sought
professional assistance reported prior help-seek@ttaviors significantly more often: they more ofte
recognized the presence of an emotional prob}ém £ 17.68,p <.001,® = .298), involved their social
network 6(2(1) =28.29,p < .001,® = .378), and were willing to seek professionalsiaace f(l) =50.19,

p < .001,® = .503).

Sociodemographic and clinical predictors of helpkieg behaviors

Table 2 presents the associations between woraenis-demographic and clinical variables and
their help-seeking behaviors € 198).

[Insert_Table 2 about_here]

As shown in Table 2, women who more frequently gmized the presence of an
emotional/psychological problem were less educatasie single/divorced, and had history of chronic
health conditions and psychological/psychiatric bfeas. Moreover, women tended to discuss their
emotional/psychological problems with a family memland/or a friend and were more willing to seek
professional help when they were in the postpartperiod and when they had history of
psychological/psychiatric problems. Women sougtdfgssional assistance more frequently if older,

single/divorced, and with a history of psychiap&ychological problems and treatment (see Table 2).
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The logistic regression model predicting the patysvr women who had not engaged in any
type of help-seeking behavior (P1, see Figure X significant 162(7) = 16.27,p = .023) and is presented
in Table 3. According to the model, women marrigdil together, currently pregnant, with no histofy
psychiatric/psychological problems and a history pdychiatric/psychological treatments had a
significantly higher likelihood of not engagingamy type of help-seeking behavior.

[Insert_Table_3_about_here]

Barriers to seeking professional assistance

Among women who had not sought professional assist i = 171), only 11 (5.8%) did not
identify any barrier, and 52.9% € 108) of women identified at least five barridrat they considered to
be important in preventing them from seeking prsifasal assistancé/= 5.02,SD= 2.90). Four women
reported “other” barriers preventing them from segkprofessional assistance (e.g., “My partner does
not want me to seek professional help”; “I don’tnivéo take medication”; “No one will help me”). Tlab
4 presents information about the perceived relatimportance of the several barriers. The most
frequently identified barriers were related to pdgmowledge (about the nature of the mental health
problems and treatment options) and practical caimés (financial difficulties and lack of time for
psychology/psychiatry appointments). Moreover, wondentified significantly more knowledge than
attitudinal barriers 4 = -3.03,p = .002), with no differences being found betweemwledge and
practical barriers4 = -1.49,p = .135) and between attitudinal and practicalibesrZ = -1.51,p = .133).

[Insert_Table 4 about_here]

Sociodemographic and clinical correlates of pereivarriers to seeking professional assistance
Table 5 presents the sociodemographic and clicimaklates of the perceived importance of the
barriers preventing women from seeking professiasaistancen(= 171).

[Insert_Table 5 about here]

Globally, attitudinal barriers were perceived &inly more important by younger, less educated
and unemployed women. Knowledge barriers were pardeas being more important by younger
women and by women with no history of psychiatsgithological problems and treatment; unemployed

women believed that not knowing where to seekitneat was an important barrier preventing them from
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seeking professional help. Finally, practical/stoual barriers (financial and mobility constraintsgre
perceived as being more important by younger asd &ducated women, and by women who were
unemployed and who had a lower household incomem&howho had medical complications during
pregnancy also identified some practical/structberiers as being important in preventing themmfro

seeking professional assistance.

Discussion

The present study aimed to contribute to the wstdeding of women’s help-seeking behaviors
concerning their perinatal depressive symptomsnduthe perinatal period. The main findings of this
study include the following: a) a significant prafion of women had not engaged in any type of help-
seeking behavior regarding their perinatal depvessymptoms; b) women who had not sought
professional assistance for their perinatal depresssymptoms perceived knowledge and
practical/structural constraints as being importaatriers preventing them from seeking help; and c)
women currently pregnant, married/living with a tpar, with no history of psychological/psychiatric
problems and a history of psychiatric/psychologitahtments had higher risk of not engaging in any

type of help-seeking behavior.

Help-seeking behaviors and barriers to seekingegsibnal assistance

Consistent with prior studies (Dennis and Chung-2006; Henshaw 2004; McGarry et al.
2009; Patel and Wisner 2011), our results showatl l#ss than 15% of women screening positive for
possible depressive disorders sought professimsédtance during the perinatal period. Howeverijlaim
to other studies (Henshaw et al. 2013; Whitton.et296), a higher proportion of women (approxinhate
40%) engaged in other types of help-seeking behgvinamely recognizing the existence of an
emotional/psychological problem, discussing theino@onal/psychological problems with a family
member and/or a friend, and being willing to seeifgssional assistance. This proportion is lowanth
what is found in other studies (e.g., Henshaw e®@l3), highlighting the importance of developing
efforts to promote different help-seeking behavenmeng women during the perinatal period.

To our knowledge, our study was the first to analyhe different paths of help-seeking
behaviors in women during the perinatal period, awmaol main ideas emerge from these results. First, a

significant proportion of women screening positfee possible depressive disorders had not engaged i
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any type of help-seeking behavior. These womertlagid babies have an increased risk of sufferingfr
the pervasive and negative effects of perinatatetegion (Field et al. 2010; Kingston et al. 20124zM
and Borovska, 2010), to the extent that, despiésqarting symptoms of depression, they are not agfare
the possibility that they have emotional/psychatagiproblems, and they have not sought informal
(family members/friends) or formal (professionadlgh Early identification of these women by health
professionals is highly important, so that they bantargeted for health interventions that incrahsé
help-seeking behaviors and use of treatment sexvibat are available (McGarry et al. 2009), as
discussed below. Second, we found that most woreakirsg professional assistance for their
emotional/psychological problems had engaged meaguéntly in prior help-seeking behaviors (being
aware of the emotional/psychological problems, imvg the social network and being willing to seek
professional assistance). Therefore, our findingpert the idea that the help-seeking process stsnsf
different stages, where individuals tend to gragualove from the personal domain to the interpeaton
domain (Rickwood et al. 2005). Furthermore, thessults highlight the importance of promoting
women'’s different help-seeking behaviors duringpieeinatal period, because engaging in other tgpes
help-seeking behaviors increases the women'’s figelil of seeking professional assistance for their
perinatal depression.

Our results also showed that most women not seekirdessional assistance for their
emotional/psychological problems report that sdvbeariers were important in preventing them from
doing that, which is consistent with prior stud{@lszta et al. 2010; Callister et al. 2011; Denaisl
Chung-Lee 2006; O'Mahen and Flynn 2008). Moreower,results provide innovative findings about the
relative weight of the different barriers prevegtimomen from seeking professional assistance., iust
results showed that knowledge barriers are morguéetly identified by women than attitudinal and
practical/structural barriers, contrary to O’'Mahand Flynn (2008), who found that women reported
being more concerned with practical/structural ieasr than with knowledge and attitudinal barriers.
Besides reflecting cultural differences, these ltesuggest the important role that mental hedtighacy
(Jorm 2000) may have in women'’s help-seeking bemawiluring the perinatal period. In addition to
knowledge barriers, practical/structural barrielated to financial and time constraints are alegived
by women as being important obstacles; therefgrecific strategies should be developed in order to

overcome these barriers.
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Who is at risk of not seeking help?: Sociodemogi@phd clinical characteristics

Concerning the role of sociodemographic charaditesis our results showed that younger
women tend to seek professional assistance legpsendly, which is consistent with prior studies (kiek
2002). In fact, younger women also identified attibal, knowledge and practical barriers as beiogem
important in preventing them from seeking profesaldelp, which may explain their less frequenphel
seeking behaviors. Moreover, more educated womeea feeind to have more difficulties in recognizing
the presence of emotional/psychological problemthotigh lower education has been associated with
poor mental health literacy in the general popatatiKaneko and Motohashi 2007), it is possible that
more educated women attribute their symptoms t@rottauses (e.g., stress related to professional
demands) and feel that they are more able to hahdldifficulties on their own (Woolhouse et al 020,
which may impair their ability to recognize emotadipsychological problems. Consistent with these
findings, Whitton et al. (1996) found that womenhigher social classes are less likely to recogthiee
symptoms. This hypothesis should be further ingasgid.

Furthermore, our results also showed that beingnpt@yed, less educated and having a lower
household income are associated with the percetiti@npractical and attitudinal issues are impdrtan
barriers preventing women from seeking professibiedfy, although this does not directly influencéphe
seeking behaviors. These results reinforce the tidgiaa disadvantageous socio-economical context is
risk factor for women with perinatal depressioncdugse they may be exposed to several barriers
preventing them from seeking professional help.

Finally, women tend to recognize their symptoms awkk professional assistance less
frequently when they are married/living with a jpart Single/divorced women may have to deal with th
additional demands of being a single parent ands,timay pay more attention to the emergence of
depressive symptoms during the perinatal periodbe@nchore willing to ask for help, if necessary.

Some clinical variables were also found to playimportant role in predicting women’s help-
seeking behaviors. First, we found that pregnanmam tend to exhibit the different help-seeking
behaviors less frequently than women in the posipaperiod; however, this variable is not signifida
associated with the perceived importance of thersé\barriers to seeking professional assistanoe. O
possible explanation for these results is thatetimeay be a greater public awareness of depresaiamgd
the postpartum period than during pregnancy, becpostnatal depression is the most widely discussed

perinatal mood disorder (McKenzie-McHarg and Cockb2007); therefore, women in the postpartum



14

period may be more willing to engage in differeatphseeking behaviors, whereas pregnant women may
hold more unrealistic beliefs about the joyful exgece of parenthood.

Second, we found that women who do not have arjistbpsychiatric/psychological problems
and treatment tend to exhibit help-seeking behaviess frequently, and are also found to identifyrem
knowledge Dbarriers preventing them from seeking fgasional assistance for their
emotional/psychological problems. In fact, womeihvé psychiatric/psychological history may be more
easily able to identify symptoms indicating a pbksipsychiatric/psychological problem and may lss le
prone to symptom minimization, denial, and waitfogsymptom improvement, because they previously
experienced the consequences of having a psydiisyichological disorder. These results highlidtat t
important role of education concerning mental leaitpromoting mental health literacy (Jorm 2000) i
the perinatal population.

Finally, our results showed a sociodemographic alimical profile (being pregnant, being
married/living with a partner, having no history péychiatric/psychological problems and a histofy o
psychiatric/psychological treatment) that signifittg predicts the path of women who had not engaged
any type of help-seeking behavior. The early idiatiion of these women may allow for a closerdalt
up of their emotional adjustment over time, as waslithe development of strategies specificallyetizd)

to promoting help-seeking behaviors, as discussémib

Strengths and limitations

This study provided an innovative exploration ofen’s help-seeking behaviors for perinatal
depressive symptoms during the perinatal periogitnultaneously considering different types of help-
seeking behaviors (paths of help-seeking) and iijyémy the sociodemographic and clinical
characteristics that allow for the early identifioa of women at higher risk of not seeking helpspite
presenting clinically significant depressive symm$o However, this study has limitations that neebd
acknowledged. First, our study was subject to actein bias, because participation in internet sys\is
limited to people who have internet access. Itissible that women without internet access maywee e
more isolated from support, so this study may mofully representative of the depression ratescdrie
help-seeking behaviors of those women. Secondjntieenet survey was based on a voluntary reply;
people willing to participate in this study may bmore aware of or concerned with

emotional/psychological problems during the peshaperiod, so recognition of symptoms and
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willingness for help-seeking may be over-estimatélihical settings may be associated with a greater
frequency of the help-seeking behaviors that wendoin the present study. Third, the cross-sectiona
nature of the study did not allow for the investiga of patterns of continuity and change in wonsen’

help-seeking behaviors during the perinatal period.

Implications for practice

Given the adverse consequences of perinatal dépnesnental health professionals have been
focusing in the development of effective intervens for this clinical condition. However, as
interventions may only be effective if they are digath the target audience, health professionatsilsh
focus on minimizing the factors that may preventmen from seeking professional help to deal with
their perinatal depressive symptoms during thenpgal period.

Considering this, several implications for practivay be derived from our results. First, the
need to improve women’s mental health literacy {(Kieclge about depression symptoms, causes and
treatments) during the perinatal period is one i@ implication of our findings. Education sholdd
provided through community campaigns, as well asitigoducing the theme of mental health in
childbirth classes and in healthcare appointmeutid pregnancy and the childbearing years (Cellist
et al. 2011; Mnich et al. 2014). Second, screepiogedures for perinatal depression and an aptepri
referral for mental health services should be preahan healthcare settings, especially among women
who present a lower probability of engaging in kedeking behaviors and should be identified earlier
Third, women should be offered innovative oppotiesi to network and connect with people and
services, by using web-based tools (e.g., insbihati websites, web-based support forums; Evans et a
2012) that promote mental health literacy and eramgeithe discussion of mental health topics anp-hel
seeking, along with web-based psychological intetie@ programs (Danaher et al. 2012; Haga et al.
2013) that contribute to overcome the practicatibes (time and financial constraints) that arenttfeed
by women as preventing them from seeking professibelp. These programs should provide tailored
resources that are easily accessible in flexibledales without additional fees (Fotheringham et al

2000).
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Women who screened positive for possible depressive disorders (n = 198)
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Figure 1. Pathways (P) of help-seeking behaviors of women who screened positive for possible depressive disorders during the perinatal period (n = 198)




Table 1. Sociodemographic and clinical characiessif the sample

Women (\ = 546)

Sociodemographic characteristics

Age (in years), M (SD) 31.55 (4.09)
Educational level, n (%)
Middle school 13 (2.4)
High school 110 (22.5)
Higher education 423 (77.5)
Marital status, n (%)
Single 50 (9.2)
Married/living together 492 (90.1)
Separated/divorced 4 (0.7)
Professional status, n (%)
Employed 420 (79.5)
Unemployed 91 (17.2)
Other 17 (3.3)
Monthly Household income, n (%)
< 500€ 16 (2.9)
500-1,000€ 125 (22.9)
1,000-2,000€ 244 (44.7)
2,000-3,500€ 131 (24.0)
> 3,500€ 30 (5.5)
Residence, n (%)
Urban 458 (83.9)
Rural 88 (16.1)

Clinical characteristics

Perinatal period



Pregnancy 237 (43.4)
Postpartum period 309 (56.6)
Parity, n (%)

Primiparity 382 (70.0)
Multiparity 164 (30.0)

Psychiatric history, n (%)
History of psychiatric/psychological 141 (25.8)

problems (Yes)

History of psychiatric/psychological 131 (25.6)

treatment (Yes)




Table 2. Sociodemographic and clinical predictdrw@men’s help-seeking behaviors: univariable logisegression models & 198)

Recognize the

Involvement of the social

Willingness to seek

Seek professional assistance

presence of emotional network professional assistance (0=no, 1 =yes)
problem (0 =no, 1 =yes) (0 =no, 1 =yes)
(0=no, 1 =yes)
Sociodemographic characteristics O.R. 95% IC O.R. 95% IC O.R. 95% IC O.R. 95% IC
Age 0.99 [0.94, 1.06] 1.03 [0.96, 1.09] 1.04 [0.98,1] 1.18 [1.02, 1.23]
Educational level 0.63 [0.45, 0.90] 0.78 [0.55, 1.11] 0.97 [0.69, 1.35] 0.78 [0.48, 1.27]
Marital status (0 = single, divorced, 1= 0.43  [0.19,0.96]  0.76 [0.34, 1.70] 0.73 [0.33,1.62] .33 [0.13, 0.85]
married/living together)
Professional status (0 = unemployed, 1 1.01 [0.53, 1.92] 1.57 [0.79, 3.13] 1.62 [0.82,83.1 1.37 [0.52, 3.61]
= employed)
Household income 0.94 [0.70, 1.27] 0.82 [0.60,1.13 1.12 [0.83, 1.52] 1.16 [0.76, 1.79]
Residence (0 = rural, 1 = urban) 0.94  [0.46,1.93] 0.55 [0.27, 1.13] 1.24 [0.60, 2.62] 2.06 [0.59,3].2
Clinical characteristics
Perinatal period (0 = pregnancy period, 0.67 [01323] 0.41 [0.21, 0.79] 0.35 [0.20, 0.74] 0.62 [0.25, 1.54]



1 = postpartum period)

Primiparity (0 = multiparity, 1 =
primiparity)

Medical complications during
pregnancy (0 = no, 1 = yes)

Chronic health conditions (0 =no, 1 =
yes)

Psychiatric/psychological history (0 =
no, 1 =yes)

History of psychiatric/psychological

treatment (0 = no, 1 = yes)

1.12

1.43

1.81"

1.75

0.76

[0.65, 2.25]

[0.77, 2.69]

[0.92, 3.56]

[0.98, 3.13]

[0.42, 1.31]

0.99

1.03

1.32

2.32

1.30

[0.53, 1.86]

[0.54, 1.97]

[0.66, 2.62]

[1.28, 4.22]

[0.71, 2.39]

0.77

1.10

1.15

2.10

1.58

[0.42,3].4

[0.58,82.0

[0.58, 2.27]

[1.16, 3.79]

[0.87,82.8

0.60

1.36

.94

4.88

3.69"

[0.26, 1.39]

[0.57, 3.24]

[0.80, 4.69]

[2.01, 11.83]

[1.53, 8.86]

"p<.10.p<.05." p<.01.” p<.001.



Table 3. Logistic regression model with socioderapbic and clinical variables as predictors

of the path of women who did not engage in any tfpleelp-seeking behaviora £ 198)

OR Fwad 95%CI
Age 0.99 0.04 [0.92, 1.07]
Educational level 1.14 0.47 [0.78, 1.66]
Marital status (0 = single, divorced, 1 =2.41 3.18 [0.92, 6.34]
married/living together)
Professional status (0 = unemployed, 1 .80 0.38 [0.39, 1.65]
employed)
Perinatal period (0 = pregnancy period, 1 = .52 4.05 [0.27, 0.98]
postpartum period)
Chronic health conditions (0 = no, 1 = yes) 0.83  240. [0.39, 1.76]
Psychiatric/psychological history (0 =no, 1 0.38 4.77 [0.16, 0.91]
yes)
History of psychiatric/psychological 2.08 2.87 [0.89, 4.86]

treatment (0 = no, 1 = yes)

Note. Dependent variable: 1 = path of women who didergjage in any type of help-seeking

behaviors (P1, see Figure 1), 0 = other paths.og-llikelihood = 245.87Pseudo R* = .073

(Cox & Snell), .098 (Nagelkerke). Hosmer & Lemeshgowdness-of-fit test = 6.5p,= .582.



Table 4. Barriers to seeking professional assistamomen’s perception of relative importanoe=(171)

Total number of

Moderately
Not applicable Highly applicable barriers endorsed
applicable
n (%) n (%) M (SD)
n (%)
Min-Max

Attitudinal barriers

B1 Beafraid of what my family and/or friends might think of me for attending 116 (67.8) 39 (22.8) 16 (9.4)

psychology and/or psychiatry appointments.
B2 Beashamed to talk with health professionals about my problems. 108 (63.2) 50 (29.2) 13 (7.6) 1.51 (1.46)
B3 Beafraid that other people (e.g., my boss) discover | attend psychology and/or 114 (66.7) 44 (25.7) 13 (7.6) 0-4
psychiatry appointments.

B4 Think that no onewill be able to help me deal with my problems. 90 (52.6) 59 (34.5) 22 (12.9)
Knowledge barriers

B5 Do not know if my problems are a reason to ask for help. 41 (24.0) 97 (56.7) 33 (19.3)

1.82 (1.05)
B6 Do not know what is the best treatment option for me. 51 (29.8) 92 (53.8) 28 (16.4)
0-3

B7 Do not know where to seek treatment. 104 (60.8) 44 (25.7) 23 (13.5)
Structural barriers

B8 Not be able to afford treatment. 62 (36.3) 69 (40.4) 40 (23.4) 1.69 (1.25)




B9 Do not have time to go to psychology and/or psychiatry appointments. 84 (49.1) 56 (32.7) 31 (18.1) 0-4
B10 Have sanctionsfor missing work to go to psychology and/or psychiatry 105 (61.4) 42 (24.6) 24 (14.0)
appointments (e.g., earning less money, being fired).

B11l Do not have meansto travel to psychology and/or psychiatry appointments. 138 (80.7) 23 (13.5) 10 (5.8)




Table 5. Sociodemographic and clinical correlatesamen’s perceived importance of barriers to qaekessional assistance$ 171)

Attitudinal barriers Knowledge barriers Practicaltiers

Bl B2 B3 B4 BS B6 B7 B8 B9 B10 B11
Sociodemographic characteristics
Age -16 -17 -13 13 -2 -ad o237 -19 -11 .01 220
Educational level -13 -09 -13  -04 @ -12 .00 -04  -21 -02 -.09 -19
Marital status (0 = single, divorced, 1 = .05 .03 .08 .04 -11 .06 .02 -15 .03 .02 -12
married/living together)
Professional status (0 = unemployed, 1 = employed)14" -09 -04 -22  -10 -11 -23  -14 -02 -.16 =217
Household income -02 .08  -03 .09 -11 -09  -1352%  -12 -19  -24
Residence (0 = rural, 1 = urban) .08 -.01 .08 .06 .04- -04 .04 A4 -.04 A2 .07
Clinical characteristics
Perinatal period (0 = pregnancy period, 1 = .09 .01 12 -.02 -.07 -.02 -.01 .08 .10 -.01 .01
postpartum period)
Primiparity (O = multiparity, 1 = primiparity) .07 .00 .09 12 .03 10 A1 .06 -.08 .06 .02
Medical complications during pregnancy (0 =no, 1=12 .03 .10 A3 -.06 .07 .06 .04 A7 18 .08



yes)

Chronic health conditions (0 = no, 1 = yes)
Psychiatric/psychological history (0 = no, 1 yes)
History of psychiatric/psychological treatment (0 = -.07

no, 1 = yes)

.01 05-.

.06- .00

-.09

-.02

-.01

-.04

.01

-.08

-.04

-12
- 14

-.16

-.18
-.15

-.15

-.02
-.09

-4

15
.04

-.08

.06
-.06
-.15

-.05

.02

-.03

-.03

-.01

.04

"p<.10."p<.05." p<.01." p<.001.



